detrimental effect on hepatic regeneration was more due to portal pooling and reperfusion of portal blood than ischemia/reperfusion by itself. One problem in the preoperative evaluation of patients with liver cirrhosis is how to estimate the amount of ischaemia that can be inflicted on the liver with no harm. The patient group with liver cirrhosis comprises a wide range of functional reserve in relation to operative tolerance to ischemia. This is particularly difficult since we do not know which cell types in the liver are more prone to hypoxia. One group of patients which seems to be at particularly high risk for morbidity is patients with cholestasis. In this group of patients with cirrhosis and cholestasis preoperative drainage prior to resection may be indicated.
In conclusion, patients with cirrhosis can undergo hepatic resection with inflow occlusion with reduced blood loss and thereby reduced morbidity without inflicting any significant ischaemic damage to the liver, if ischaemia time is of one hour duration or less. To conclude: early diagnosis, adequate preoperative conditioning, good preoperative staging including diagnostic laparoscopy, and optimal surgical techniques by an experienced surgeon in a high volume hospital, are all we can offer to these patients to improve short term survival and to lower postoperative morbidity. Whether extended lymph node dissection and perioperative chemotherapy and radiotherapy are beneficial for long term survival should be the subject of further clinical studies.
